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i’b;s Pf.z;r: of Corvection is the center's eredible
{F 000} | INITIAL COMMENTS : {F 000} aliegation of compliance.
| P N . Preparation end/or exeqution of this plan af correction
Complaint investigation #30404 and a revisit | door nat conatitute admissinn or agreement by the
were completed at Fairpark Healthcare Center on provider of the truth of the facts alleged or conclusions
September 6, 2012; following acceptance of an set forth in the statement of deficiencies. The plan of

cortection it prepared andior executed solely becanuse

Allegation of Compliance to remove the it 15 raguired by the provisions of federal and stale law,

‘rmmediate Jeopardy at F-157 and F-250, Scope
and Severity level "J; and F-223, F-226, £-490,
and F-520, Scope and Severily level "K." The
revisit revealed the corrective actions
implemented August 30, 2012, removed the
Immediate Jeopardy, but non-compliance .
continues at a "D" level Scope and Severity for.
F«157 and F-250; and at an "E" level for F-223,
F-226, F-490, and F-520,

The facility is required to submit a plan of

correction for the Immediate Jeopardy tags

lowered in scope and severity,

{F 157} [ 483.10(b)(11) NOTIFY OF CHANGES {F 157}
88=0 | {(INJURY/DECLINE/ROOM, ETC)

| A facility must immediately inform the resident; S - Cﬂ' {3 [ 2
consult with the resident's physician; and if F157 -1t is the practice of thia facility to immediately
known, notify the resident’s legal representative .| rnotify the attending physicien of a significant change in
or an interested family member when there is an a ":E‘J‘jz"‘";""{“;‘“'.;:{"”"‘a' or paychasocial status
actident involving the resident which results in_ ‘ ey e e, the
infury anql has the potentlal for requiring thSIGIE'ln , allegntion of tape on Tune 16 e fieility notified the
ntervention, a significant change in the resident's physician. The physician ordered the resident to be sent
physical, mental, or psychosocial status (i.e., a ﬁh‘:’c‘;‘ TRenay room at the logal acute care hospital,
detenoratign in health, mental, or psychosocial On August 16,2012 the covering plrysician for the

tatus | lif dent'sattendi o
status in either I e threatening conditions or resident’s attendin phiysician, who was on vacation,
¢linical complications); a need to alter treatment wn3 contacted and requestad to write orders for the
significantly (i.e., a need to discontinye an fRogEmTlﬂh tmé'!ii‘\; Hepatitis ABC scroen, and
existing form of treatment due to adverse ot tests (HIV, Hepatitis ABC soren., RPR)

were obtained and th Its telurmnod i
consequences, or to commence a new form of i e [Esuls etumed negative for any

treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

~QBORATORY DIRETNORS QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE R TITLE q (X6} DATE
| Al 103 )13

Any deficiency statem_ent ending with an asterisk (*} denctes a deficiancy which the inafitution may be excuzed from corraciing providing B 1z detemmined that
other safoguards provide sufficient protection fo the patients, (See instructions.) Excapt for nursing homes, the findings steted above ane disgiosable S0 days
Tollowing the date of survey whether or not & plan of correction s providad. For nursing homes, the above findings and plans of correction ara disclosable 14

days foflowing the date these documents are made avallabla ta the faclity. If deficiencles are cited, an approvad plan of carrection is requisite 1o cantinued
program participation.
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(X5
COMPLETION
DATE

(X4) I SUMMARY STATEMENT OF DEFIGIENCIES o FROVICER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY} .
. ‘ﬁ'ux Plan of Corvection Iy the center's credible
{F 157} | Continued From page 1 {F 157y| Hegation of compliance.
. Preparotion and/or execution of this plan of carrection
The facility must also promptly nofify the resident doex not eonstitute admission or agreement by the
and, if known, the residents légal representative provider of the truth of the focts alleged or conclusinns
- - - et forth in the statement of deficlencies. The plat of
ar mtere’Sted famlly member Wher} thereisa correction is prepared andior executed solely hecause
change in room or raommate assignment as it is required &y the provisions of federal and state law,
specified in §483.15(a)}(2); or a change in
resident rights under Federal or State law or i‘:::&“mﬁﬁ;”;’?aé‘}‘i m;ﬂxs g_'&rsicim
N i, N b} an TTCd (M
regulahqns as specified in paragraph (b)(1) of August 19. Resident 41 atterling pliysician wa
this section. notificd by the Administmtor on August [9, 2012 of the
test rasulis SAFE kit conducted at the hogpitat,

The facility must record and periodically update ;ﬁg’w' #1 wms discharged from fagility on August 16,
:he elxddress and phone' ntumber of the. restdent's The I';!IDS Coordinator and the Unil Sacretaty, under the
egal representative or interested family member. direetion of the Dircetor of Nursing, eonducted an audit

on all diagnostic tests ordered for current in-house
fc‘.:sidcnts. the sudit wes conducted from 8/21 to 8/24
This REQUIREMENT is not met as evidenced et s S o el T Nz, The
by: \ L . een notified [n a timely mannor as per regtlations and
Based on medical record review, review of the facility policy. The facility found that all Iab tests had
Tacility investigation, review of a sexual assault been repotted tmely to physicians An additional audit
forensic report, observaticn, and intarview, the s conducted gg;'}g(ﬁ‘gﬁvgmﬂfﬁm oo
facility failed to immediately notify the Physician of physigians had teen notificd of sil events oseurring
a pasitive finding reported fo the facility on August from 6/15/2002 to 8/22/12 and no izsues foted.
2, 2012, from a sexual assault forensic report ts $f {tlt.tsust 27, vigl 2all lismgldu nurzes emplayed by
obtained after an alleged rape on June 16, 2012, the facility, reccived in-service education on Guidelines
\ i ! far Physician Netification of Changs in Cendition,
for one Resident (#1) of twelve Residents physician notification for Jab rcsults or Vital signs.-
reviewed. The facility's failure to notify the Treluding but nat limited to diagnostic tests, resident
Physician immediately prevented the Physician ovents, and resident sipnificaul change in cosulition.
from being able ta speak with the Resident and/or %;gﬁ;‘mﬁﬁ;ﬁm%ﬁﬁﬁﬁ“
. 1 « . 1]
the Resident's Family about treatment or potential diagnosti test Jog which Has been modified 1o irclade:
freatment for sexually transmitted diseases additional physictan notification information, physician
(STDs) that may have been transmitted during erdered treatment changes, and family notification of
the-assault, for one Resident (#1) of twelve fnhf:j',ﬁ ' and;fm ?hingricmr:lf'ﬁuﬂmm[
. | : P . - 7 51C CO FSes.
r!esﬂiglrﬂ S reviewed, pla?mg Bes_'dent_;ﬂ m Assistant Direetor of Nursing, er Steff Development
mmediate Jeopardy (a situation in which the Coordimatot, The 24br nursing report, new physicien
pravider's nencompliance with one or more arders and diagnostic fog will be reviewed fo validate as
requirements of participation has caused, or is &mféw'?’;“gy‘%ﬂ?f#yﬁm :“ d"“i‘““;‘;‘ﬁ‘h
. o \ . receiv cility were Geen reported b the
"k%w t{t]hct?:us?'\; se,mus IRjury, harm' impairment, attending physician as per regulations and fucHity
or dea a Resident). palicy, Pacility policies and procedurcs were reviewed
. by the Administrator, Director of Nursing and District
FORM CMS-2587(02-98) Provious Versions Chsoleta Event |D: XRBA1Z Facliity I THOS03
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| record review, facility policy review, in-service

The facility provided a Credible Allegation of
Comglianee on August 30, 2012, A revisit
conducted on September B, 2012, revealed the
corrective actions implemented on August 30,
2012, removed the Immediate Jeopardy.

Non-compliance for F-157 sontinues at a "D"
level citation (potential for more than minimal
harm). '

The findings inciuded;

Validation of the Credible Allegation of
Compliance was accomnplished through medical

reviews, and interviews with facllity staff, including
adminis{rative staff,

Resident #1 was discharged to another facility on
August 16, 2012,

The facility provided evidense the on-call
Physician was notified on August 15, 2012, and
ordered testing for sexually transmitted diseases
(STD's), to include HiV (Human
immunodeficiency Virus); Hapatitis A, B, and C;
and RPR {Rapid Plasma Reagin). The tests were
completed on August 17, 2012, and were
negative.

The facility provided evidence of reviews of
diagnostic test completed since June 15, 2012, 1o
ensure the Residents’ Physician had been
notified in a timely manner.

The facility provided evidencé of the revised
policy, Notifications, to ensure the Residents'

Preparation and/or execution af this plan of corvection
does not constiinte admission oF agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficienciss. The plan of
correction it prepared andior execuied salely breause
i Js required by the provistons of federal ond stare law,

Director Clinical Operations, on 8/30712. The faeility
hos amended the policy/procedure to elarify potification
of physicians for any offsite testing wlren the facility is
wade rware of 1he resulls, The policy on “Notification™
was amended to include phyaiciun notification of amy
offsite test results that are provided ta the Facility,

In addivion to reviewing daily (Dircstor of Nurging will
review Salurday and Sunday rsults on Monday) at
Clinieal Rounda the Diroctor of Mursing will review
weekly the sudit of diagnostic testing to validate that
pthysicians are being timely contacted, The physician
wilk be nntified at that time if thero are any changes in
condition or lab values that should have becn
communicated, The résults of this anditing will be
hrought to the Pacility Perfonnance Improvement
Committee monthly x 3 months to addiess any issucs
involved in nntification of change in condition. The
Facility Performance Improvement Committes at ita
scheduled mesting will review the audits and make any
reeommendations for needed changes and then evaluate
effectiveness.

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA [X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' COMPLETED
A BUILDING
B. WING R-C
445286 | : 09/06/212
NAME OF PROVIDER OR SUPPLIER STREETY ADDRESS, CITY, STATE, ZIP CODE
307 N FIFTH $% BOX S477
FAIRPARK HEALTHCARE CENTER MARYVILLE, TN 37801
(X4} I SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAR OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
N This Plan of Correcdnn is the conior's cradthle
{F 157} | Continued From page 2 {F 157}| oilegation of compli
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x4} 1D SUMMARY STATEMENT OF DEFICIENCIES |+ PROVIDER'S PLAN OF CORREGTION X454
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROUSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENTY)
‘ This Plan of Correction is fhe canter's credihle
{F 157} | Centinued From page 3 {F 157}| @liegation of compliance.
Physician is notified of all offsite diagnostic Preparation and/or execittion of this plan of correction
testing resuits, daex rio! copstitute admission or agreement by the
provider of the trutk of the fucts alleged o;ﬁ mng!un?m
o . . . . rih in the statement of deficiencies. The piama
The facility provided evidence of in-services zrnf:_c,,-,,,, B;mpared and/or executed solely hecause
related to policies and procedures for Guidelines it i required by the pravisions of federal and state law.
for Physician Nofiflcation of Change in Condition
and diagnostic testing, including in-house and
offsite diagnostic tests.
tnterviews with random facility ficensed nursing
staff, the Diractor of Nursing, and the
Administrator, during the revisit, confirmed they
had received in-services related to Guidelines for
Physician Notification of Change in Condition and
Physician Notifications.
Thea facility remains out of compliance at a "D"
levet unfil i provides an acceptable plan of
correction and the facility's corrective measures
touid be reviewed and evaluated by the Quaiity
Assessment/Perfonmance Improvement
Committee. q (Lﬁ ffZ.
{F 223} | 483.13(h), 483.13{c)(1Xi) FREE FROM {F 223}
55=F | ABUSE/INVOLUNTARY SECLUSION F223 «The facility d_om cnsure each resident is fren from
vetbal, soxual, physicad, and mental sbuse, coporate
) . punishment and involuntary sccluaion,
The resident has the right to be fres from verbal, On August 3, 2012 the facrsi;ity was informed, tsat the
sexual, physical, and mental abuse, corporal allegation of tage mede in June by Residont # 1 was
I pu nishment, and involuntary seclusion. now heing considered a3 possibly having occurred due
ta the rosults of the Rorensic testing, Resident #1 was
. discharged from fcility on Augnst 16, 2012, An audit
The facllity must not use varbal, mental, sexual, was conducted VP ofrg]inica] 314 an August 33.320 l’z
or physical abuse, carporal punishrment, or of all cvents gecurring from Jumsry 12012 to August
involuntary seclusion, 202012, n0 other allegations of sexual sbuse were
teponted. An additional audit was conducted by the
Seaff D&velg:mmt Co-conrdinator on 8/23/2012 to
. . etigurc that families and physicizng had bean notified of
Ihls REQUIREMENT is not met as evidenced all wmt::wrrms from 6/15/2012 10 8722112 and no
Yy fssues no
Based on medical record review, review of tha
facility investigation, review of facility training
FORM CMS-2567(02-22) Previous Vassions Obanlate Event ID: XRE§12 Facily ID: TND503 If continuatian sheet Page 4 of 23
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SUMMARY STATEMENT OF DEFICIENCIES - o PROVIDER'S PLAN OF CORRECTION (x5}
éﬁdgé& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;;.TEJIUN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: - DEFICIENGY)
. 5 aof C fon is the cernter” i

{F 223} | Continued From page 4 . -_ {F 223) ;}:{g:::ﬂ ;:; mag;ﬁg::: the center's credible

pregram, review of facility policy, review of payroll . .

hours, review of an interview schedule, review of ?fpmtnon ;r_rﬁr @ecutton of s .vl’a:;fb;or;ecﬁon

N . 0t HOL Conslitite admission ar agreem W te

-a SEX}J&‘ assault fOI'El'IS'IG mport‘ Obsewatlon' and provider of the truth of the facts alleged or canglusions

interview, the facillty fa"e_d to PrO?ect one setforth In the statement of deficiencles. The plan of

Resident (#1) with Alzheimer's Disease (a correction is propared and/or exeguted solely because

common type of Dementia, in which a loss of it Is required by the provisions of federal and stase law.

mental akility is severe enough to interfere with

normal activities of daily living) from sexual abuse Interviewablc resideuts and families of nom

interviewable residents were questionad by the

of twelve Residents reviewed. The facility's failure Administeator, Dircctor of Nursing, Assistant Director
to prevent sexual abuse and failure to . | ofNursing, Staft Development Coordinator, Business
immediately implement interventions to protect SOFﬁcc MT;ff' iAclivIty Dgn.:mor. I;)_imctor orf ﬁgcdial |

: > erviees, issjons Coctdinator, Direstor o lica
residents from the mte“ﬁ?('j"f the abuse Recards, Infection Proventiogist, Certified Dietary
reoceurring placed all Residents with Dementia in Managcr, Case Manager, MDS Coordinator, snd Rehab
Immediate Jeopardy (a situation in which the Tech (Certificd Nursing Asst), between Aupust 23 and
provider's nencompliance with one or more August 28, to detorminc the following: if thert wor any
requirements of participation has caused, or is Eﬁﬂ@“{fg ﬁﬂ‘ﬂgﬁvﬂ;‘r“gﬂ‘f&
fikely to cause, sgrious injury, harm, impairment, Tesidents wilnessed any urmusunl visir;?;].} sm,';m or
or death t¢ a Resident). -| Had concems shout any stafT members, The interviews

did not produce any other allegations of sexual abuse
The facility provided a Credible Allegation of .| Docprovide any potartial leads for suepects. It was the
Compliance on August 30, 2012. A révisit ?imm uﬂ?&?ﬁ%ﬁ;x g‘:fd;?r??g;]:-mm
conducted on Séptember 6, 2012, revealed the interviewing slaff mehors in August, The police
corrective acions implemented on August 30, officer indicatod that this wag niow his investipation and
2012, removed the Immediate Jeopardy. he wanted to be the petson to question male stafF
cmployess and;?mcum DNA samples. The police

) . i advised the facility that in doing 5o it impede or
Non-cqmpl:ance for F-223 continues at an "E" interfere with law cnlbn:ement'g abamﬁf cmfmly
level citation (potential for more than minimal conduct ts criminal investigation and to identify and
harm). prosesute the perpetrator., The facility agroed to fully

comiply with the request of the loeal police and did £o
based an policy and procedurs of the facitity

The findings included: . “Responding to and Investigating an Abuse Allegation™,
The interdiseiplinary team consisting of MDS
Validation of the Credible Allegation of - Servite, Aty omnegen Dirclor of oclel
. . . ervices, Adtivity Diregtor, Regis etician o

Compliance was accomplished through medical Certificd Dictary Manager identificd the residents on
'rec.ord Feview, ObSEWEt'!OﬂI, fa'tcmty palicy review, 8/29/2012 that may b at higher risk for ebuse dve to
in-service reviews, and interviews with Residents, dementin diagnosis, infrequent ar no visitors, behavioral
facility staff, incfuding administrative staff and - S, or thase who are brdfist and dependent o care,
security guard staff. . The interdisciplinary team met on 8/29 through £/30/12

te identify care plan goels and interventions to assist in
the provention of abuse. ‘This increased focus on

. ]
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i out-of-state residences, and the Admmls'trator

Resident #1 was discharged to ancther facility on
August 18, 2012.

The facility provided évidence Residents and
families of non-interviewable Residents were
interviewed for a[legahans of abuse; no abuse
was alleged.

The facilty provided evidence the Irterdisciplinary
Team assessed, identified, and updated care
plans of Res:dents who may be at a higher risk
for abuse.

The Resident Gouncil met and security concerns
were discussed.

The facility provided evidence of updated
background checks on all male staff except two,
with no negative ﬁndlngs The delay in the twa
background checks is due to previous

confirmed the results are expected at any time,

The faclity provided evidence of around-the-clock
interim security personnel effective August 30,
2012, through September 4, 2012, A contract for
around-the-clack security parsonnel was obtained
effective September 5, 2012; and the coniract
does not identify a termination date.

The facifity provided evidence of a revised policy,
Abuse Prohibition,

The facility provided evidence a Security
Workgroup had been developed to ensuse
enhanced security measuras were identified and
implemented.

Preparation andior exécution of this plam of correction
does not constiinte admivsion or agrrament by the
provider of the truth of the ficts alleged or conclusions
set forth ir the stntement of deficiencles. The plan of
enrrection I3 prepared andfor executed solely brcause
it it required by the provirions of federal and state law,

residents who may be at highor rigk for abusc has been
commmunicated to the Cortified Nursing Assistant staff
vin their assigmment sheet and by plasing a capy of the
resiilent care plan for higher risk of potontial obuse
“Social [zolation™ in the C.N.A flow sheet book.
Ticensed pusses bave n sopy of the resident carg plan .
For higher visk of potential sbuse, “Social laolation, with
the resident’s Medication Administration Record,
"The Activity Dircetor and Director of Socipl Scrvices
conducted a Resident Council meeting on 3/29/2012 to
discuss any sccurity ¢oncems of the residents. Pusing
thiz meeting the residents indicated to the Adminisirator
that they fclt safe here.
“The comorate Human Resource department is obmining
updated tackground checks ob all male crployess on
873072012 10 identify any cumrent iranes. Updated
background shesks on all male employees hited before
Tune 15, 2012 has been completed and all areas are
negative.
A sceutity assessment was completed on 8/30/2002 by 2
polics officer of the City of Maryville. The officer
sondurted a tour of the fecitity a8 welf ag the grounds of
the faeility. A vorbal recommendstion from the nfficer
wnas for the [acility to hire a security guard pending the
anieome of the pelice investigation around the clock to
enharee the facility's security measures surrounding
visitors sign infout procadures, and provide additional
sceurity support until a perpetrator it identified and
takety ingo custeely, The eentor has obtained sccurity
parsannet thwmgh the Blownt County Sheriff
Department starting 8/30/12 until a replacoment security
conitract ia obtnined, The facility will re convene the
Porformance Improvement security workgroup at that
time o cvalunta the recommetidations and present them
te the Performance Improvement Commiitee for meview
and action. The members of ihe Security Warkgroup
arc: Maintenance Director, Administretor, Director of
Nursing, Activity Dincetor, Staff Development
Coordinator, Housekesping Supcrvisor and Patient

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER; COMPLETED
A, BUILDING
B. WING R-C
445286 . ‘ 09/06/2012
NAME GF PROVIDER OR SUPPLIER STREET ADDREES, CITY, $TATE. ZIP CODE
407 N FIFTH ST BOX 5477
FAIRPARK HEALTHCARE CENTER MARYVILLE, TN 37801
(X4 1D SUMMARY STATEMENT OF DEFIGIENCIES 3] PROVIDER'S PLAN OF CORRECTION p(5)
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQO THE APPROPRIATE | DATE
REFICIENGY)
. This Plan of Correction ix the center's credible
{F 223} ; Continued From page 5 {F 223}| aliepation of compliance.
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X410 SUMMARY STATEMENT OF DEFICIENGIES ID FROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. Thix Pian of Correction is the conter’s credible
{F 223} | Continued From page 6 _ {F 223} | atregatton of compttance.
Observation of the 100 halt Medication : Preparation ardlor execation of his plan of sorreciion
. paraiion GF EXECHLION O) & Carreciio
Administration Record confirmed a copy of dovs not constitute admisston or agreement by the

Residents' cara plans who are at high risk for
potential abuse.

Observation of the Certified Nursing Assistant
Flowsheet book confirmed a copy of Residents’
care plans who are at high risk for potentiat
abuse.

Observation of the front lobby confitrned a
security guard was constantly present except for
breaks, which are covered by facility staff. .
Visitors were observed fo sign-in an the visitor's
log upon entering the facility; and sign-out upon
exit. When the front door is locked down,
beginning at 6:00 p.m., the security guard makes
random, periodic rounds ingide from the front
lobby to the couriyard door; outside rounds are
made araund the building, to include the ingide
and outside of the courtyard. The secwity guard
confirmed routine, timed, rounds are avoided, to
ensure a pattern is nat established and
discovered by a potential perpetrator.

Observation of the service hall entrance
confirmed the doors wete locked and required
staff to open the doors for vendors from the
inside. Review of the vendor sign-in sheets
revealed the sheets were being completed
according to holiey.

Observation of the courtyard door confirmed
¢odes are required to enter and exit. Continued
observation confirmed staff covered the code pad
to prevent unauthorized individuzls from obtaining
the code.

" ser forth in the statement of defictencles. The plan of

. Relations Coordinator

" test results rebumed fmm another laborztory ot

provider qf the truth of the facts alleged or conclusions

carrection i prepared ond/or executed solely because
& &5 required by tha provisions of federal and siate law.

Facility poficies and procedunss were teviewed by the
Administeator, Director of Norsing and District Director
Clinical Opcations on 8/30/12, Two minar changes
wert thade to the written policy and procedures, On
8/21/12 an Addendum to Faeility's Abuse Prohilition
Policy and Procedurea was madc to clarify the torm
“vigitors” 10 include both family/fiiends az well sz other
profesaionel eongultants or visitors sucl as but ol
limited tn: Paramedics, EM T s, Radinlogical Techs,
Taboratory teehs, Plhiysicians. Nurse Pmctitioncrs, clergy,
attorneys, and legal representztives On 8/30/2012 he
policy on “Notiroation™ was armended to add that
physicians will be notified for lab test resulis or other

healtheate site that the resident was seeq. The
Administretor canducted n-services for facility statf on
definitions of abuse, recognizing ems of possible
abusge, prolection of resident, Elder Abuse Act. These
in-scrvices were conducted beginning on 7/30/12,
TN 8/9N2, 82212 and 8724/12 for facility staff.
Siafl who ate on leave, PRI, ¢t¢ will not be altlowed o
retumn o wark imtil receiving the same in-service .

Tha eomprehensive practice for alicged rbuse evemts
will inclwide dosumentation of the investigation on the
“Alleged Abuse Investipation Worksheet”, This
workgheot identifics details of the incident, liats all
possible witnesses, documents witness interviews, and
{dentifies actions takeen to prevent resident from a re-
cccurroice. Upm notification of an alleged abuse, the
licenged nutsc immediately ensutes the safety of the
resident and contacts (he Administeator and Ditector of
Nursies wha will retum to the conter to eoniduct the
investigation and utilize this worksheet. In the event
that the Administrator or Director of Nurging are not
available to conduct the investization immediately, the
back up investigators will inchade the Assistavt Directm
of Nurses, the RM Case Manaper, MUS coordinator
and/or the Dircetor of Social Serviees,
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. Thir Plar of Correction is the center's credible
{F 223} Continued From page 7 {F 223}| aitegation of compliance,

Ohservation of the camera monitor confirmed
three cameras were in operation and recording
activity from the (1) front entrance, (2) service hall
entrance, and the (3) employee locker room. Tha
recording device and monitor is positioned in the
front business office. The facility provided
evidence recerdings are reviewed daily, to ensure
compliance with the visitor and vendor sign-infout
requirements (at the front and service hall doors).

Ohbservation of random Residents' rooms
confinned wooden doweils were present in the
window thresholds to deter outgide entry. -

The facility provided evidence of in-services
refated to policies and procedures for updated
security measures; Abuse, including the
definitions of abuse, recognizing the signs of
possible abuse, protection of Residents: the Eldar
Abuse Act; and related documentation and
workshests,

interviews with randorm Residents and families
fevealed no knowledge of and/or aliegations of
Abuse,

Interviews with random facility licensed and
certified nursing staff, dietary and housekeeping
staff, the Director of Nursing, and the
Adrministrator, during the revisit, confirmed they
had received in-services related to policies and
procedures for updated security measures;
Abuse, including the definitions of abuse,
recoghizing the signg of possible abuse,
protection of Residents; the Elder Abuse Act; and
related documentation and worksheets.

The facility remains out of compliance at an "E"

Preparation andior execution of this plan of eorrection
does not crmsiitute odmission ar agreement by the
provider of the trith of the facts alleged or conclusions
sot forth tn the statement of deficiencles, The plan of
correcrion iz prepared and/or executed solely because
it ix requtired by the provisions of foderal and stete Inw.

The Disteict Direeter Clittical Opcrations conducted an
in service on 8/23/12 to the above listed potential
investigators on propet completion of this worksheet.
Om August 6 the facility conrvened a Performance
Improvement Scoutity Workgraup meeting, The
membcrs of the Security Workgroup are; Maintenance
Diirector {Plant Ops Manager), Administrator, Rirector
of Nursing, Activity Bineotor, Staff Dovelopment
Coordinator, Housekeeping Supervisor and Cuatomer
Servico (Paticnt Relatlons) Coondinetor, At this mecting
cnhanced security measungs that could be put in place
were Identificd
The lock codss weee changed on 37272012 forthe
main cnirance, the vendar/service enlance and the conrt
yard entrance. Exit codes were also changed and arc
differcnt than entrange codes. Boor codes will be
chonged overy 30 days or more frequently if the code is
somprotiised, The court yard gate witl retnain locked at
all timea unless under direct shaervation i.c., opened 1o
bring in or rrmove materjals such a5 lawn care )
cquipment, yand debris, ete, The maintenance director
of maintenance assistznt will ba respongiblc to
unlockflock and monitor gate doring this type of
netivity, The key i5 secured in the maintenance office.
Only Maintenance and Administrator have acceas to the
key. The service donr, which i3 for ataff and vendor
acccss only, is locked 24 hours a day/7 days & week,
Stalf may usc accese ¢ode to exit 2nd enter.
Vendors/delivery porsonmel must ring bell and have
staff openthe door. The siaff who opens the door is
responsible for baving the vendor gign-tn and sign out.
‘The vetidor sign in sheet is Toeated at the delivery
entrance. The Administrator, Waintenance Dircetor,
Dircetor of Nursing, Busincss Office Manzger, Asst.
Director of Nursing or asglgned weck-cnd duty

mrnagets will monitoy the vendor logs daily to cnmme
that vendors are signing in and out, Windaws and
screeny wert checked from the extérior on Aug 16,
2012 and found to be securs by the maintenance

I
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i FZ 2-3 This Plan of Correction Is the conter's credible

aflegation of compliance. .

Preparation andior execution of this plan of correction
does not consiltute admission of crreement by the
provider of the iruih of the facty alleged or conclusions | _ .
sel foril in the statement of deficlancies, The plan of
carrection is prepared andfor sxecuted solely because
it It raquired by the provisions af federal and statg law.

direstor, To make residert ropm windows 2o that they

canhot be opencd from the outside by an “intruder,

woad dowels were placed in the inmide slides track 1o

prevent the windows opening greater than § inches on

. August 14, 2012, The facility has purchased windows
focks for Le resident room windows and aftcr spproval
from the State of Tennegsee, Dept, of Health, Health
Carc Facilitics Engincering were installed on
8/13/2012. Al non- resident roam windgws ave
cuteently secured by an mside lock, The maintenance
director, maintenance assisiant, assizned wosk-end duty
macager arc checking the resident room windows daily
1o validato the current sufaty device is in place.
Cumrently there are 3 camera’s attached to o imotian
detector that recands when there is movement detecied,
The cametas visualize the front entrance (camera
installation 8/10/2012), the vendor entrance {camem
installation began 8/30/2012 and completed §/3 1/2012),
and 1he cmployes locker rom (camera installed in
2010). Tiis recording will provide the facility with
evidetioe to review if thene ane sty cvents such as
cmployes theft, or othér events that occurred, its intent
i3 00 10 use as real time moniloring but provide a
retrospective rovicw. This is avother mechanism for
monitaring the compliance ofthe visitor and vandor
rign infout procedure, Resultn of daily review of the
recardings will be reported in the weekday motning
tneeting, At the present time it is reviewed daily by
{f1e maintenanee dircctor {Plant Ops Marager). or the
Administrator, Director of Nutsing, Assistant Disector
of Nutsing, Busineay Officc Manager, 2 Business Office
Assistants, Activity Director, Activity Asgistant,
Bircctor of Social Services, Dircctor of Admissions, | _
Bireetor of Medical Fecords and Datn Entey Cletk, R is
possible to watch the camera real time if cirumstances
warrant, The front entrance is tocked down beginning at |
& pm. Visitars must ring the belt and sceurity personmel

- or staff respond to allow visitors 1o enter and oxit the

[T YRR FEFRIS,

facility. A “viaitor's g™ placed at the eeoptipnist aten
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This Plon of Correction it the center's credible

—

allegation of compliance.

Preparation andior execution of this plan of correction
does not constitut admission or agraement by the

provider of the trith af the facts alioged or conclusions AR
set forth I the statement of deficlencies. The plan of

cotreclion is prepared endior executed solely bacouse oz

i ix reguired by the provizions of federal and state law,

is monitored by video cameens, facility staff and/or the
secutity guard 10 ensure that visitors sign in and out,
The Administrator conducted in-sorvices for staffon
the facility's updeted sceurity measres on Augyst |8,
19.21, 23,24, and 28, 2012, Employess on leave of
absence, vacation, etc, upem rotum will receive the same
in-service on prevention measures by their departnent
head or designee, prior to separting to their job area. On
August 23, 2012 the Digtrict Director of Clinjon) Ops
conducted edditional inservice training with
Admyinistrator, Dircetor of Nursing, Case Manager,
MDS Coordinator, Hausekeeping/Laundry Suparvisor,
Activity Director, Social Worker and Asst, Ditector of
Nursing an “Conducting am Investigatiots ori an
Allcgation of Abuse™ which included, but was not
limited to, immediney of invaatigation, natifications,
interviewing alleged vistim, atleged perpettator,
interviewing witnoascs including staff, tosidemz, family
membern, cle,
The maimenence direotor, Administrator, Businiess of
Managez or assigned weekend duty managers will be
esponsible o view the video taping of the front labby,
the employes locker room and the vendor entrance and
report any concem 10 the facility adminfstrator daily,
Any siaff member not in compliahee with enhanced
secusity iteasures will be disciplined as appropriate.
New hires will reecive facility otientation to the centors
eithanced security measures.
The FacHity's Performance Improvement Committes
{Administrator, Director of Nurging, Medical Dirocior,
Asst. Direotor of Nursing, $taff Davelopment
Coordinator, Busincss Office Manager, RN Case
Manager, MDS Coordinator, Activity Director, Director

of Social Services, CDM, Plant Ops Manager) mgton | | =

August 21, 2012 to sddress issues of scourity. Updates
to the security measarns will be provided, effectiveness . |..
of measurce will be reviewed and further
tecomnendations made as needed, The
Administratot/Tiroctor of Nursing/Staff Development

+

.
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. e e ot e o .. DEFIGIENCY v i, cemnivmsver s e fratn, stapmirsossdie,
This Plen of IGarrec:!m is the cenrer’s credilile

F2z3

allegation gf compilance.

Preparation andfor execution of thix plart of 2orrection
does not constitute admizsion o agreemant by the
provider of the truth of the Jacts alleged or conclusions
set farth in the siatement of deficiencies. The plan of

correction i3 prepared and/or executed solely because [

ie Is required by the provisions of federal ond siate faw,

Coordinatar will track and trenid cvents sach as injucy of
unknown origin, informatian from resident/family
intervicws: and allegation of abuag investigations, iCany,
io monitot and evaluste facilily's abuse prevention
program The Dirccior of Nursing will continue to
present to tha Facility Perlormance Improvement
Committes at éts monthty mecting any/afl investigations
of allegations of abuac that includes a review nf
complience with the facility’s P&P on Abuse

Prevention & Investigation for review, diseussion and
recommendations, if indicated.
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04} (D SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACK CORREGTYIVE ACTION $SROULD BE - COMPLEYION
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. This Flan of Correction is the center's credible
{F 228} ! Gontinued From page & {F 223} allegation of compitanse,
level until it provides an acceptable plan of . .

oo ; Preparation andjor execution of this plan of correction
correction and the facility's corrective messures doch ot constiats adnsson o e iae & CorYe
could be reviewed and evaluated by the Quality provider of fire truth of the fess alleged or conelusions
Assessment/Performance Improvement set forih in tre statement of deficiencies. The plan af’
Commitiee corraction is prepaved and/ior executed sofely broause

’ : it iz required By the provisions of federal and state law,
{F 226} | 483.13(c) DEVELOP/MPLMENT {F 226) 5 i 7 a f 13{12.
$8=F | ABUSE/NEGLECT, ETC POLICIES
" . ) F226 - The facility docs ensure €ach resident is free
The facility must develop and implement written from verbal, sexual, physical. aim:l mental abuse,
polictes and procedures that prohibit cospotale punishinent and i-n-vn umitary seclusion.

! : : On August 3, 2012 the fanility was infotmed that the
m’Sh‘e.atmenL ngglect, and abuse of residents allegation of mpe made in Juie by Residant 4 1 was
and misappropriation of resident property. now being considered as possibly hewing ocoumed due

: ' 10 the results of the forensic testing, Resident 1 was
discharged from facility on August 16, 2012. An auds;
was conducted VP of Clinics] Ops on August 30, 2012
. . . of all cvents oceurring from January § 2012 to A t
;hls REQUIREMENT is not met as evidenced 302012, no other allesations of seont dbues e B
. repotted, An additional audit was condueied by the
Based on medical record review, raview of the Staff D;‘“;'?Pn’;‘]-‘f“ ﬁm“i‘“‘” ::d B&&Olz_l{f;d .
facility investigation, review of facility training . crsure that lantihes and phyzicians fotileed o
. b e . . I events tring fram 6/1 f
program, review of facility policy, review of payrol s oot fram 6/13/2012 to 8/22/12 gmd mo
hours, review of an interview schedule, review of Tnterviewnble residents and familics of non
a sexual assault forensic report, observation, mergigﬁbtﬁ rglfdm wrm; qu_csti(‘)!‘ned by :hg
. N . minf , Direetar of Nursing, Assistatit Dirccror
mtgr_wew! and review of vic!eo surveillance, the of Nutsing, Staff Develcpment Condindltor, Business
facility fa'le? to fhor‘?“th}' investigate and . Oflice Manager, Activity Director, Direstor of Social
implement interventions to protect one Resident Services, Admissions Coordinator, Dircotor of Medical
(#1) with Alzheimer's Disease (a common type of :;lmmsn 'gafmf;h "mmﬂg;sgcgiﬁef Dfﬂ%n]; o
. . . v e, snagr.'.'l‘. 5C Mansger, QQITINALT, an €Nl
LDemeniia, in which . loss of .?;ental a?"'ty & Tech (Certified Nursing Astt), between Augnst 23 end
severe enough to interfere with normal activities August 28, to determine the following: if there were any
of daily living) fror sexual abuse of twelve further allegations relaied to stafF treatment, did
Residents reviewed. The facility's failure to follow msfg:::: lbptLthcy were treated Iwi_th_ respect, had
facility policy to thoroughly investigate and esidents witnossod any unusual visitors, strangers or
. : . . L hed cancemg about any staffmembom. The interviews
implement interventions imrediately to protect did not produce any other allegations of sexual ebusc
the Resident placed Resident #1 and all fior provide any potential leads for stspects. Tt was the
Residents with Dementia in Immediate Jeopardy :ﬂdcmndh&ga?mef E’ff“-'-lﬁ"“ Dircetor {rom die police
3 fmrm i H ot . epattinent aility waz to refain from ra-
\(.'?tiﬁu: ton in which thie prowtdser'fs nurchmtpllance interviewing staff members in August, The police

#h one or more requirements of participation officer indicated that his was now his investigation and
hag ca_used.. or is likely {0 cause, serious injury, he wanted 10 be the person to question mate stail
harm, impairment, or death to a Resident). employces and procure DNA samptes, The police
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PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICENGY)
This Plan of Oorrection Is the center's eredible
{F 226} Continued From page 9 {F 226) allegation of complianee,
Preparation andior excention of this plan of corvection
does not constitute admisglon or agreement [y tha
The facility brovi 3 i provider of the truth of the facts alleged oF eoneitisions
o ol ity p VfEd a Credible A"Egauor! of sotforth In the stalement of daficiencies. The plangf
cmplarce on August 30, 2012. A revisit corvection s prepared andfor exseuted solely becnuse
conducted on September 8, 2012, revealed the it Is vequired by fite provisions of federat end state law.
comrective actions implemented on August 30,
2012, removed the Immaeadiate Jeopardy. advised the Facility that in doing 50 it may impede or
' interfere with Taw enforcement'a ability to correctly
. . e ponduct its criminal nvestigation svd to identify and
Non-cgmpl;ance. for_F-226 conlinues at an E prosceuto the perpetrator., The faeilily agreed to fully
level citation (patential for more than minimal compily with the request of the logal police and did so
harm). | hescd on policy and precedure of the facility
“Respanding to and Investigating an Abusc Allegation™
i P . The intardisciplinary team consisting of MDS
The findings included: caordinator, RN Case manager. Director of Social
o Services, Activity Director, Registered Dietician and
Validation of the Credible Allegation of Ccrtigod Dietary Mannga'h i:hc:rﬁﬁe: [t"ne rcsidu;:ﬂ on
Compliance was accomplished through medical 8/29/2012 thot mny be at highor rigk for abuse ducto
' < o - . dementia disgnnsis, infrequent or na visitors, behavioml
!‘ecord review, observalgon. fe!cmty palicy review, issuos, of those who are bedfast and dependent oa caro,
In-service reviews, and interviews with Residents, The interdiseiplinary team met on 8/29 through 8/30/12
facility staff, including administrative staff and to identily carc plan goals and intervention to assist in
security guard staff. the prevention of abvse, This increased focus on
Tesidents who may be at higher risk for ehuse s been
. . " commwnicated to the Cortified Nursing Assistant siaff
Resident #1 was discharged to another facility on via their assigtunent sheet and by placing a copy of the
August 16, 2012, rsidest cane plan for higher risk of potential abuse
“Social Iolation” in the C.N.A flow sheet book.
H : : ; : Licensed nurses have o copy of the resident care plan
;I'he_]f_acmtg provided evidence Residents and for higher tisk of potestial abuse, "Social solatian, with
families o non-tnterwgwable Residents were the resident’s Medieation Administrtion Record,
interviewed for allegations of abuse; no abuse ‘The Activity Director and Dircetor of Bocial Services
was allaged, , conducted a Renident Council mecting on 82972012 10
discuss any security concetns of the residcmé. Duting
e . . this mecting the residents indicated 10 the Administmator
The facility provided evidence the Intardisciplinary th’:g they fdi:l aafe here., '
| Tleeam afssessed, identified, and updated care "Fhe corporate Humian Resource qlilmzltmmt is obmining
plans of Residents who may be at a higher ri updaled background checks ot all male cmployees on
for abuse y g iak 8/30/2012 to identify any current issucs, Updated
. : background checks on all male employees hired before
e . i /152012 has been complcted and all areag are
The facility provided evidence of updated negative,
background checks on all male staff except two, A ;mu:g nm;mm‘m :&mplet_ﬁd on T:Bﬂ?ﬂ 12bya
with no negative findings. The delay in the two B o T e Ter
. . . h ili h
background checks is due to orevious conducted a tour of the facility as well as the grounds of
FORM CMS. - relons ) — '
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out-of-state residences, and the Administrator
confirmed the results are expected at any time.

The facility provided evidence of around-the-clock
tterim security personnel effective August 30,
2012, through September 4, 2012. A coniract for
around-the-clock security personnel was obtained
effective September 5, 2012; and the contract
does not identify & termination date.

The facility provided evidence of a revised policy,
Abuse Prohibition, .

The facility provided evidence a Security
Workgroup had been developed to ensure
enhanced security measures were identified and
implemented. .

Observation of the 100 hall Medication
Administration Record confirned a copy of
Residents’ care plans who are at high risk for
potential abuss.

Observation of the Certified Nursing Assistant
Flowsheet book confirmed a copy of Residents’
care plans who are at high risk for potential
abuse, . )

Observation of the front lobby confirmed a
security guard was constantly present except for
breaks, which are coverad by facility staff.
Visitors were abserved to sign-in on the visitor's
log upon entering the facility; and sign-out upon
exit. When the front door is lacked down,
beginning at 6:00 p.m., the security guard makes
random, periodic rounds inside from the front
lobby to the courtyard door; outside rounds are
made around the building, t¢ include the inside

STATEMENT OF DEFIGIENGIES {X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSYRUCTION {¥X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: GOMPLETED
A BUILDING
R-C
B. WING
_ 445286 09/06/2012
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, §TATE. ZiP CODE
' 307 N FIFTH 8T BOX 5477
FAIRPARK HEALTHCARE CENTER
MARYVILLE, TN 378
(4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORREGTION X5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFI% (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
This Plan of Correction ix the center's credible
{F 228} | Continued From page 10 {F 226} | aliegation of compliance.

Preparation and/or exccution of this plan of carrection
doer not constitute admission or agreement by the
provider of the truth of the facts alleged or conchions
et forih i the statement of deficiencies. The plan of
corvection is prepared andfor executed solaly because
it Is required by the provisions of federal and state law.

the facility, A verbal resommendation from the officer
was for the Ricility to hire o security guard pending the
autcoime of the police invortipation arpurd the clogk to
enhance the facility's seclirity measures sumund.ing
: visitors sign infout procodurcs, and provide pdditional
stourity support imtil 2 perpetrator is identificd and
taken into custady, The centet has obtained security
personne] through the Blount County Sheriff .
Department starting 8/30/12 until a replacement scourity
contrict is obtamned. The facility will re canvene the
Perfarmanee kmprovoment security workgroup ot that
time to cvalutte he recommendations and present them
1o the Performance Improvement Committos for review
and action. The members af the Security Workgroup
arc: Maintenance Divestor, Administrator, Dircctor of
Nursing. Activity Director, Staff Development
Coordinator, Housckeoping Supervisor and Paticot
Relations Crerdipator
Facility policica and procedures were revicwed by the
Administrator, Dircctor of Nursing sand Disivict Dircotor
Clirvical Opemations on 830/12. Two minor changes
were made 1o the writtét policy and pracedurss, On
821112 an Addendum te Eacitity’s Abuse Frohibition
Policy and Procedurcs was made to clarify the term
“vigitots™ to include both family/friends as wcll as other
profcaaional consultants or visitors such os but not
limited to: Paramedics, EMT's, Radinlogical Techs,
Inboratory techs, Physicians, Nurse Pragtitioncrs, ¢lergy.
attorneys, and Tegal repregematives On 8/30/2012 the
policy on “Notification™ wias amended to add that
physicians will be nofificd for lab test results or other
tost regults retumed from another Inburatory or
healthcare sile that the regident was scen. The
Administrator conducted in-services for facility staff on
definitions of abuse, recogtizing signs nf possible
‘ asbuge, prowetion of resident, Elder Abuse Act Thess
invservices were conducted beginning on 7/30/12,
T312, BI9/12, B/22112 and 8/24/12 for Facility statf,
Staff who are on leave, PRN, et will not be allowed o
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*| The facility provided evidence of in-services

and outside of the courtyard. The security guard
confirmed routine, timed, rounds are avaided, to
ensure a pattern is not established and
discovered by a potential perpetrator.

Observation of the service hall entrance
confittmed the doors were locked and required
staff to open the doors for vendors from the
inside. Review of the vendor sign-in sheets
revealed the sheets were being completed
according ta policy.

Observation of the eourtyard door confirmed
codes are required to enter and exit. Continued
observation confirmed staff covered the cade pad
to prevent unauthorized individuals from abtaining
the code, .

Qbservation of the camera monitor confirmed
three cameras were in operation and recording
activity from the (1) frant entrance, (2) service hail
entrance, and the (3) employee locker room. The
recarding device and monitor is positioned in the
front business office. The faciiity provided
svidence recardings are reviewad dally, to ensure
compliance with the visitor and vendor sign-infout
requirements (at the front and service hall doors),

Observation of randem Residents' rooms
confirmed wooden dowels were present in the
window thresholds to deter outside entry,

related to policies and procedures for updated
security measures; Abuse, including the
definitions of abuse, recognizing the signs of
possible abuse, protection of Residents; the Eider
Abuse Act, Conducting an Investigation, including

Freparation and/gr exgcution of this plan of correction
does no! constitute admission or agreament by the
provider of the avuth of the facts alleged or conclusions
setforth In the Statement of deficiencier. The Planof
eoryeclion is prepared end/or executed solely because
it ig required by the provisions of federal and siate law,

returh (o work untif receiving the same in-setvice .
The comprehensive pmotice for slleped abuse events
will inclade documentation of the fnvestipation on the
“Alleged Abusc Investipation Wotksheet". This
worksheet identifies detaity of the incidenc, listg all
posgible witnesses, decuments witness interviows, and
identifies actions taken to prevent resident from o ro-
occumrence. Upon notification of an alleged sbuse, the
licensed murse immediately ensures the safety of the
tesident Ind contacts the Administrator and Director of
Nurmes who will retum to the center to conduet the
investigation and utilize this workshest. Tn the event
that the Administraior of Director of Nureing ane not
availablo to conduct the investigation immedistely, the
back up inveatigators will inclnde the Assistent Dircctor
of Nurgcs. the RN Case Manager, MDS conrdinator
andfor the Director of Social Scrvices,
The Disttict Direcior Clinicel Opemations sonducted an
in serviee an 8/23/12 10 the above listed potertial
irrvestigatots on proper eompletion of this worksheel,
On Aupust 6 the facility convened a Performance
Improvement Securily Workgtoup meeting, The
members of the Scourity Workgroup are: Maintensnce
Dircator (Plant Ops Manager), Administtator, Director
of Nursing, Activity Ditector, Staff Development
Coordinutor, Hougckaeping Supervisor and Customer
Service (Paticm Relations) Coordinatar. At this RCCtng,
enbanced security measurcs that could be put in place
were identiffed,

The lock codes were changed on $/27/2012 for the
main entranse, the vendor/service entrance and (he court
vard ontrance. Exit codox were alas changed and erc
difTerent than entrance codes. Door sodes will be
changed every 30 dsys ot inom frequently if the codc is
sompromired. The ¢ourt vard gate will remain locked at
all times unfess wnder direet chacrvation i.e.., opened to
bring in or rentove materials such as laws cere
equipment. yard debris, ete, The maintenance divestor
ar maintenance assistant will be responsible ta

X4 1D SUMMARY STATEMENT OF DEFICIENGIES (] PROVIDER'S PLAN OF CORREGTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED EY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
R This P:!an of Correction is the center's credible
{F 226} | Continued From page 11 F226}  pegortion é’mpﬁc:m.
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GOMPLETION
DATE
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" enrrection is prepared and/pr eyecuted solely because

This Plost of Correction Is the center's credibie
aifegarion of compliange,

Preparation andfor execution of this plan of eorrection
doct vot constiturz admission or agreement hy the
provider of the truth of the facis atleged or conelusions

sef forth (n the siatement of deficlencigs, The plan of .- -

itis required by the pravisions of federal and state Imw,

trlock/lock and monitor gatc during this e of
activity. The key {5 secured in the maintemance office,
Only Maintenance and Administrator have access to the
key, The setvice door, which is for staff and vendor
access only, is locked 24 koum a day/7 days 2 weck.
Staff may usa access code to exit and enter.
Vendars/delivery porsonnel smust ting bell and have
staff open the deor. The staifwho opens the doar is
responsible for faving the vendor 3igh-its and sign out,
The vendor sign in shoet is focated at the delivery
entrance. The Administrator, Maintenrnce Disector,
Dinector of Numing, Business Office Manager, Asst.
Dizoctor of Nursing ot easigned weeksend duty
managets will monitor the vendor togs daily to ensure
that vendos arg signing in and out. Windows and
soroent were checked from the exterior on Aug 16,
2012 and fonmd to be secitte by the maimenance
director. To make resident rooin windows so that they
eannot be opened fram the outside by en "intruder,
wood dowels were placed in tho ingide slides track to
prevent the windows opening preater than 6 inches on
August [4, 2012 The facility has purchased windows
locks for the resident room windows and aftor approval
from the State of Tenncsses, Dept. of Healih, Health
Care Facilities Engineering were instailsd on 932012,
Al fiont- resident teom windows are currently secured
by aa inside Tock, ‘The maintenance diteotar,
Maintenance assistant, assipned week-cnd duty maneger
&re checking the regident room windows daily to
vatidate the current safety dovice 13 in place,

Cusrently there are 3 camem's attached to a motian
detector that reeards when there is movement dotectad,

The camera visualize the front entratice (camern b e me -

instaliarion 8/10/2012), the vendor entrance (casne
installation began 8/30/2012 and eampleted 8/31/2012),
ard the emplayee Tocker room (camera installed in
2010). This recording will provide the treility with
evidence 10 revicw if there are any £venis such as
cmployes theft, or other events that ocentred. its intent
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ID SUMMARY STATEMENT OF BEFICIENGIES o PRCVIDER'S PLAN OF CORREGTION {X5)
F(’)}(E)FIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE m”,,",ff;"””
TAG REGULATCRY OR L3¢ IRENTIFYING INFORMATION), <. -TAG. GROSS—REFERESEEE IE?: J?,E AFPROPRIATE .
" F Z 26 This Plan of Correction is the center’s oredible
f .

allepation of compliance,

Frepmration and/oy execution of thir Dlan of corvection |
daes #of constitute admissian or agreement by tha
provider of the iruth of the focty alleged or conclusiong | - e o o
sarfort in the statemant of deficiencies. Tha planol | L
- T TETTTT T corvection is prepored andior executed salely becaise
it Is requived by the provivions of federal and state law,

is pot 10 use a5 seal time monitoring but pravide 3
retrospoctive review. This is another mechanism for
monitoring the comphinnec of the visitor and vendor
sign infout procedute. Results of daily review of the

i . recordings will be roported in thé weakday moming

: - mestitgr, At the present time it is reviewed daily by
the maintensnee direstot (Plant Ops Managez), or the

' . Administratot, Director of Nursing, Assistant Director

! of Nursing, Business Office Manager, 3 Business Offics
i Assisints, Activity Director, Activity Assistant,
Erircotor of Social Serviccs, Directot of Admisgions,

: Director of Medical Rosords and Data Entry Clerk It ia
T possible to watch ihe camers real time if circumstances

i warmant, The front entramce is losked down heginning at
i 6 pm, Visitors numt ring che bell and fsccurity persenmc)

; o 2tafF reapond to allow visitors $0 enter and exit the

. faeility. A “visitors fog™ placed at the reccplionist area
| is monitored by video cameras, facility staff apd/or the

! s&Gurity guard 10 ¢nsurm that visitprs glgn in and out,

| The Administrator conducted in-setvicos for staff on

i the facility's upsdated geeusity measurcs an August 18,

i 19,21, 23, 24, and 28, 2012. Employvees on feave of

i abscnee, vacation, ete, upon retum will regeive the samc
: in-service on prevention measures by their deparment
head oF designee, prior to reponting to their job area, On
Augnst 23, 2012 the Distrie( Divectar of Cliicnl Cpx
conducted additional insserviee training with
Administrator, Director of Nutsing. Casc Manager,
MDS Coordinator, Housekeeping/! sundry Supsrvisor,
Activity Director, Social Worker and Asst. Director of
Nursing on “Conducting an Investigation on an
Allegation of Abuse™ which included, but war not
Itmited to, bimediacy of investipation, natifieations, - oo |
interviewing affeged victim, alleged perpetrator,
interviesing witncsses including stafY, residests, family |
membcm, cte,

. . The maimenance director, Administearor, Businesz of
Manages or assigned weckend duty managers will be
responsible o view the video (apitig of the front Tobhy,
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SUMMARY STATEMENT OF PEFICIENCIES [»] FROVIDER'S PLAN OF CORRECTICN o
el (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE comg%m
TAG REGULATCORY OR LSC. WENTTEYING. INFORMATION] . LTaG . . CRQSS-REFEREIP:EEE l‘lég(':r%E APPROPRIATE
| FZ 26 | a5 plan of Correction Is the center's credibie
T { N

' Preparation and/or exertition of this plan of correction

' dues not constitute admission or agreement by the
provider of the truth of the focts ofleged or congiysions | v —-—-]
a¢t forth &1 the Statement of deficicncies. The plan o i
- o T " cerrection ix prepared andfor executed solely becarsn
itis required by the provisinns of federal and store law,

the employee Incker rom and the vendor entrance and
veport Any concerns to the facility administrator daily.
Any staff member not in somplinnce with enhanced
security measures will be diseiplined as appropriate.
i . New hives will receive facility orientation to the centers
. enhanceed security measures.

The Fazility's Performance Improvement Cosmmitiec

: . (Administratar, Director of Nursing, Medical DHreetar,
: Asst, Director of Nutsing, Staff Development
Caandinator, Business Office Manager, RN Caze
Managee. MDS Coordinator, Activity Directer, Dircctor
I of Soelal Servicer, CDM., Plant Ops Manager) met on
] Avgust 21, 2012 to address ssues of scourdty, Updates
: to tho seeurity mensures will be provided, effectiveness
: | of measures will be reviewed and fusther
; recommendations made as necded.  The
;' ' Administmato/Director of Nursing/Staff Developrment
Coondinater will teack and trend events such ag injury of
unknown otigin, information fom fesident/family
: interviews and allzpation of ahuse investigations. if any,
; to manitar and evaluate facility’s abuse pravention
program The Director of Nuwsing will comtinue to
, presend to the Fecility Performance Tmprovement
. Committes st its montlly mecting any/all investigations
of allcgations of abuse that includes a review of
compliatiee with the facility's PP on Abusc
Prevention & Investigation for review, discursion and
Toeommendations, if indicated,
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$$=D | RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highest
practicable physical, mental, and psychesocial
well-being of @ach resident.

D | SUMMARY STATEMENT OF DEFICIENGIES o] PROVIDER'S PLAN OF CORRECTION (%5}
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUILATORY COR L.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENGY?)
Thix Flmn of Correction is the center’s cradible
{F 226} | Continued From page 12 {F 226)| *esetion of compliance.
immediacy of the investigation, notifications, and grepamn‘on arffor e;ec._‘ur!'on of this plan r.;f;;:;‘ecﬂon
H H . H nes not oonsltitule aamivrion or ‘eeman He
interviewing; and related documentation and provider of the rith of the focrs :;.r‘.?; god or conelesions
worksheets. set forth in the statement of deficiencies. The plart of
' correction is prepared andior executed rolely because
Interviews with random Rasidents and families it tc required by the provisions of federal md state {aw.
revealed no knowledge of and/or allegations of
Abuse,
Interviews with random facility licensad and
certified nursing staff, distary and housekeeping
staff, the Director of Nursing, and the
Administrator, during the revisit, confirmed they
had received in-services related to policies and
procedures for updated security measures;
Abuse, including the definitions of abuse,
recognizing the signs of possible abuse,
protection of Residents; the Elder Abuse Act;
Conducting an Investigation, including immediacy
of the investigation, notifications, and
interviewing; and related documentation and
worksheets.
The facility remains out of compliance at an "E"
level until it provides an acceptable pfan of
correction and the facility's corrective measures
could be reviewed and evaluated by the Quality
Assessment/Performance Improvernent
Committee,
{F 250} | 483.15(g)(1) PROVISION OF MEDICALLY (F 250} F250 - Residont #1 was dischasgsd from the ety on | G [ B/ {2

. behaviors in conjunction with the daily monitering of

Atiguat 16, 2012, The facility DHrector of Sneial
Services initially met with Resident #1 on June 18 Bt
approxfmately | lam, The facility Social Services
Disgctor contimuied to visit resident a8 wel] as talk with
direct carc staff who cared for resident at east 2 times 2
week fir 2 weeks (this {s not documented but baged on
interview with the Divcotor of Sosial Services) o
Resident #1 to monitor for any shanges of thaod and

the nursing staff. Resident #1 was not assersed to have
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xXaym | SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION 15)
FREFIX (EACH DEFICIENCY MUST BE PRECEDEQ BY FULL PREKiX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
. This Plan of Correction is the center’s eredible
{F 250} | Continued From page 13 {F 280} altegation af compliance.
Thlls REQUIREMENT is not met as evidenced Prepararion and/er execution of this plan of correciion
bgénsed on medical racord review, review of the - ;m;“::ﬂmﬂf d?i;rﬁ;” i “ﬁ’;ﬁ&""’" id ﬁ;e
Y provider of the iruth of the facts alleged or conclasions

facility investigation, review of facility policy, setfbrfg in :emfemnf cg; da:ﬁcfen-:f;s- iﬁe agl:n of.
review of a sexual assault forensic report (Rape coreecttan s prapared and/or executed solely because

. . . " h i { and state faw.
Kit), review of a facility training program, review of i s required by the provisions of federal and state law
famh'ty palicy, and interview, the faclll.ty failed to any changes or decling in ficr meotal o psychososial
provide medically-related social services for one well-being up to and including her day of discharge
Resident (#1) with an allegation of sexual assault, fram the facility on August 16, 2012. )
of twelve Residents reviswed, The facility's : L | oA s isited "s’;:‘;"g,o‘:‘ifm's%g) o
failure to follow faciiity policy to provide Sune 18, 2013 and the resident deolined 1o Participate in
medically-related sociat services placed Resident an interview discussing the alleged incident, The: result
#1 in Immediate Jeopardy (a situation in which of (Licensed Cligu;cﬂ Eognli:\'oﬂ;dhtgsw‘: .

H i ' Agsessment was that the Resident Ad no change n
the Lf.m‘"di';s nfn) “O?h,m.p"a.ncehw"h ona ‘g mare behaviors or mood a1 this point, After discussion with
requirernents of participation has caused, or is the Administrator and Dircetor af Social Services, it
likely to cause, serious injury, harm, impairment, wag decided that the LCSW (Liconsed Clinical Social
or death 1o a Resident), . Wotker) would not finther addrss the alleged sexual

sbuge with Resident #) unless she wished to do sa, or if
The facllity provided a Credible Allegation of Eﬁl:;‘;ﬁ;rhd been assessed to have changes in moed
Compliance on August 30, 2012. A ravisit An audit wag conducted by VP Clinical Ops on Angust
conducted on September 8, 2012, revealed the 30,2012 of all avents oceurring from Janwary 1 2012 o
rrectiv i August 30 2012, no other events ol alleged sexual abuse
gg 1';“’" e af“g’:ﬁ 'Tp'em;“ied J°“ A"fgu“ 30, tad uccurted. Interviewablo residonts and Famifics of
» femove e Immediate Jeopardy. ion intorviewnble rosidents were gquestioned by the
Adeministrator, Director of Nursing, Assisiant Direstor
Non-compliance for F-250 continues at g "D” ofNuﬂr:':g. smrrneuelopf?;m Coordinm?g Business
Ty s it CfTice Manager, Activity Director, Social Services
:1&::-:1 ]c:iatlon (potential for more than minimal Worker, Admissions Caotdinator. Medicat Rooouts.
- Infection Proventionist, Cortificd Dietary Manager,

Lo Cose WManager, MDS Coondinatot, and Rehab Tach

The findings included: {Cortifind Nursing Asat), between August 23 and
Angust 28, to determine; if there were any further
fr . . allegations related to staff treatmont, did rosidents feel

Vahdat)Dn of the Credible Allegation of - they were treated with respeet, had fesidents witnessed
Compliance was accomplished through medical atiy untsual visitors, steanpers or had concerns about
record review, facility policy review, in-service any staff members? "The imerviews did not produce any
reviews, and an interview with the Director of other allcgations of sexual abuse nor give potentinl
Sacial Services leads for suspects. The facility did not re-interview

. riaff members in August at the request of the Jogal

. police department. .
Resident #1 wag discharged to another facility an The intowdiaciplinary team consisting of MDS
August 18, 2012, goonrdinator, RN Case Manager, Social Worker, Activily
FORM CMS-2587(02-99) Pravious Varslons Obsolsta Event |D: XRB812 Fagltity ID: ‘fNO503 It continuation sheat Paga 14 of 23
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T?ri.li Plar of Correation ts the conter's credilile
{F 250} | Continued From page 14 {F 250}| allegation of compliance.

- - . ) . Preparation and/or execution of this plan of carvogion
The facility provided gwdence Residents and does not constitute admiszion or agrecment by the
families of non-interviewable Residents were providerof the truth of the facts alleged or conclusions
interviewed for allegations of abuse; no abuse sl forth tn the siatement of defictencies, The plon of
wag alleged correction is prepared ondfor executed selely because

ged, it is required by the provisions of federal and siate law.
The faci_lity prgvided e\{idence the lngerdisciglinary . Director, Registered Dictician and Certified Dictary
Team, (including the Director of Social Services), Manager identified the residonts on 8/29/2012 who arc
assessed, identified, and updated care plans of a "'E"fr;’:‘:nfz' mfwdmjm?}“’ ""ag“‘:f‘*’-
H H ' lllﬁ"‘:ll-I " 1018l 1RFuLY, OF those
Regldents who may be at a higher rigk for abuse, who Ao bedfast and dependent on care, The
. ) ) interdiseiplinary team mct on 8429 through B/30/12 10
The facility provided evidence of in-services identify car iPI;E.g goals and interventions to assist in the
related to policies and es, nding to previntion of abusc,
and Irﬁrest? ating an Agﬂggeg!llg atisesgr?d o O ugust 23 & 27, 2012 the Disttict Dircotor of
gating gaten, ) Clinicat Ops conducted additionat in-gervice training
.related social work an_dfur psychological services with Adiministrator, Director Nursing Serviee, Cane
in response to allegations of abuse, Manager, MDS Coordinator, Havsekeeping/Laundry
_ . gupenisnr, Activity Director, Soeial Worker anit Ass(

. : . . . irctor Nursing Setvice on “Cnnducting an
Interview with the Director of Social Services Investigation on an Allogation of Abuse” which
oonﬁ_rmeq the Director of Social Services had included but wag pot Hmited to immediacy of
received in-services related to palicies and investigation, notifications, intcrviewing alleged victim,
procedures, Responding to and Investigating an 9!!?-&4 p?{affmw-g'“:“f:” g?zmicwbzg wﬁi::;lsm

. . including + Esidents, famijy members, iy
Abuse Allegation, and related social work and/or members, c4c Which inelided the facilty Direeton of
psychological setvices in response to allegations Sncial Services, On August 27, 2032 the District
of abuse. The Director of Social Services Director of Clinical Ops provided the Ditector of Social
revealed, "l have learned a {of through this...| will gumcm with ad{ll_i_littml'in—scﬂ:;: education o
ensure all Residents with an allegation of abuse ocumncntstion ol interviews, follow-up assgesments,

N h . v and mefertals to physician andfor paychological scrvices
receive the required medically-refated social if ingicated. The Dircctar of Sociat Services will bo
selvices. natified of any alleged reports of abuse by the

Administrater, Director Nursing Service or Adst
The facili ; ey Director Nurving Service. The Ditector of Social
!e?:elfsﬁltiillni’t ri?\ﬁg“:sogr: ggggmtgg?na? at:‘f P rvesces Hil follow proceduro for “Responding to and
HLiLp in Planie plan Investigating an Abusc Allegation™ when notified of an
carrection aljd the facility's corrective measures ahloged abuse. Thosc activities will fnclude refermal 1o
could be reviewed and evaluated by the Quality appropriate psychological services, updato care plan
Assessment/Performance improvemeant smerventions based on the investigation, report changes
| Commitie to the resident plan of care 2nd communticate 1o the cest
y =0 e, ofthe IDT at the moming meethig {(Mon-Friy. and
{F 490} | 483.75 EFFECTIVE {F 490}| documentstion of the resident’s psychiosocial status and
88=E | ADMINISTRATION/RESIDENT WELL-BEING + ctions taken by the clinical pessonnel,
"The Administeator will montor the Director of Socia)
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b ke —————y -

DEEICIENGY e - cormeemmeimrperniene |, 6 .

This Plan of Correction is the center's credibls
allegatlion of compliance. .

Preparation andf/or execution oF vitis plan of corrsction |.
does not constiiute admission or agreement by the
provider of the trul of the facts alfeged or conclusions s e i)
wet forth in the statement of deficlencios, Theplonef | .. ..
correction is prepared end/or exesuted solely because

it ts roquired by the provisions of federal and stale low,

Servica's performanee to validate that medically related
socia] services are provided to the facility rmidents
beginning 8/20/12 weckly X 4 weeka and then monthly
X one quarter and then quarterly, When thereis on
alfcgation of sbusc, the DNS or ADNS will review the
documentation of the services pravided by Director of
Social Services during deily clinieal mounds to validate
that the psychnosocial well being of the resident is being
assessed, <are planned and with interventions
sppropriately implemented, The adininisteator will
perform sample reviews of the Dirceter of Social
Scrvices documentation monthly beginning 8/30/2012.
Tha results of these audits will be reviewed at the
facllily monthly Pesfornance Intprovement mesling.
Concerna or cecommesdations on the Divector of Social
Sorvices docwnentation will be obtained and
communicated by the administrator.

-
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A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

'|b'his REQUIREMENT is not met as evidenced
¥ '

Based on interview, and obsarvation of the
physical plant, the facility failed to administerad in
a manner fo protect one Resident (#1) with
Alzheimer's Disease (a cormon type of
Dementia, in which a loss of mental ability is
severe enough to interfere with normal activities
of daily living} from sexual abuse; failed {o ensure
policies and procedures were followad for
investigating and implementing comective
interventions to ensure Residents were protected
from further abuse of tweive Residents reviewed.
The facility's failure has caused sexual abuse of
one Resident (#1) and has placed other
Residents at risk for abuse, The facility's failure
placed all Residents with Dementia in Immediate
Jeapardy {a situation in which the provider's
noncompliance with ane ar more reguirernents of
participation has caused, or is likely to cause,
serious injury, harm, impairment, or death to a
Resident),

The facility provided a Credible Allegation of
Compliance on August 30, 2012. A revisit
conducted on September 6, 2012, revealed the
corrective actions implemented on August 30,
2012, removed the Immediate Jeopardy.

Non-compliance for F-490 continues at an "E”
level citation {potential for more than minimal

Preparatlon and/or execution of this plan of correctinn
doer not constitite admission ar agreement by the
provider of the truth of the facts affeged or conclusinns
sel forth n the statement of deficiencies. The plan of
correation is prepared snd/or executed solely becaurse
it is reguived by the provisions of federal and state law,

F490 - ‘The facility is administered in a manner that
enahlcs it to use its resources effectively and efficicntly
to attain or meintain the highest practicabls physical,
mentat and pyehosocial well-being of each resident.
On August 23, 2012 the Corporate Disuict Divector of
Clinical Operations and the Corporate State Dirgetor of
Risk Management conducted training with the
Administrator, Directar of Nursing Secvics, MDS
Coardinator, Dircetor of Sooial Services, Business
Qffice Manager, Activity Director, RN Caas Manager,
Staff Dovelopment Coordinator, Admissions
Cootdinator and the contract Housekeeping Setvices
Supecrvizor on the corparate/facility procedures for
investigating allegations of abuse, The corporate
procedures addrersed were Responding to and
Tnvestigating an Abuse Allegation, Conducting an
Tnvestigation, and Protection of Resident During An
Investigation, On August 27, 2012 the District Director
of Clinical Operations conducted the same training with
the Assistant Director of Nursing.

Aveas addressed included, providing immediate
protection to amy restdent imvolved in an alleged abuse,
immediate notification of the Administmator and
Director of Nursing Services, (or designated alternate
manager i.e Assiztant Director of Nursing, MDS
Coordinator, RN Cise Msnager, Director of Social
Service,) and notification of the physiciar and family.
The Administrater end Director of Nutses (or
desipnated altemsatc) will repart promptly to the faeility
to initiate the investigation using the “Allcged Abmsc
Investigation Worksheet™, The Admitnistrator will nolify
the VP of Operations and The Dircetar of Nursing wili
ngtify the District Director of Clinical Operations of the
abuse altegation,

The Administrator will call and update the VP of
Ogerations on aliegation of abusc investigations status
at lcast cvery other day wntil investigation complete and
then report their findings emd eonglusions. The Director
of Nursing will call and update the District Dircetor of

{(X4)ID SUMMARY STATEMENT OF CEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX . (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) )
; This Plan of Correctlon ts the conter's credible q { 3 [ ,2
{F 490} | Continued From page 15 {F 480} Litypation of compliance.
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES s} FROVIDER'S PLAN OF CORRECTION X3
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE S e
TAG REGLLATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED TO THE APFROPRIATE DATE
DEFICIENCY)
. ' This Plan of Co ; :
{F 490} ! Continued From page 16 {F 480} an';La;fé’,,?}m;’;fm‘ fie coner's credible
harm).
) ‘I;r'epdmlfon andior :;:curion af this plan of correction
] . ) 0es not contlilute admisyion or agresment hy the
The findings included: pravider of the truth of the facts elleged or conclustons
o - mfaﬂ{r in the stotement of daficiencios, The manof
Validation of the Credible Allegation of Correctian is prepared andiar executed solely beomuse
Compliance was accomplished through medical it requived by the provisions of federal and suate law,
record review, observation, facility policy review . )
; . : , ; ) B, Clinical Opera om investipati
in-service reviews, and inferviews with Residents, at ;:;::e\ruyn?l?:rsdc:l?{]:f:ilrﬁ:;?i;i:;;Tc:::ﬁlﬁmn
facil]&y s%tafl;f, including administrative and security and tlhc:; will cgn l=;1mi Teport their findings and
quard staff. ¢oncluzions. The Distriet Dircotor of Cliniza)
' ?pf.;l_*atfons ar ;JP of Opcrations will follow-1g with 3
Resident #1 was discharged to ancther facility on g:;vf J::::::::;::;:;:;:mﬂm completionto
August 18, 2012, . On August 3, 2012 the facility wes informed that the
. nllegatl_tm ofra;_»c made iy Ju!-nc by R?sident # | was
The facility provided evidence Residents and to theam considercd o aeing posibly ocoumad due
i . v X L c fonztisic ng. Resident #1 wag
famﬂiu_a-s of non ir;tewlgwa,b!e R35'd*.3nt$ were discharged from facility en August 16, 2012, An sudit
|nter\fllt!a'uws-c:j for allegations of abuse: no abuse wag co?dmtcd by VP of Clinical Ops on August 30,
was alleged. 2012 of alt cvents OCCUTRRE from Tanvary | 2012 o
&g gt‘r’gum 30 2012, no other events of‘all:;:d sexual abuge
X . . N oesureed, An additional audit was conducted by the
?;2 nf?ggu??é g;g\é:d;d et\_.';idince ;t]he interdisciplinary Stail Development Coandinator on £22/2012 tq ststsre
sed, ldentiiied, and updated care that famities and physicians had heen notificd of a||
plans of Residents who may be at a higher risk events ﬂctcgﬁns from 6/15/2012 to 8/22/12 and o
for abuse. Sirion
. Intervicwable residents and famijieg of non
The facil d . im@wbl:: residentz were questionsd by the
€ Tactlity provided evidence of updated Administrator, Dircotor of Nursing, Assistant Dircstor
background checks on all male staff except two, of Nursing, Staff Development Coordinstor, Business
with no negative findings. The delay in the two ?m“.° Mamzgor, Activity Direetor. Director of Social
background shecks is due to praevious &f&f ' :Jﬁﬁé“ﬁﬁ&ﬁ'%ﬁf’éﬁﬁ"ﬁ?&f il
out-of-sfate residences, and the Administrator Maneger, Case Manager, MDS Cootdinator, mﬂcmb
confirmed the results are expected at any time. Tech (C.N.A). hetween August 23 and August 25. 10
detemmine; if therg weze any further allegations related
The faciiity provided evidence of & security mﬁ? mﬁm“,i;?dﬁif :ﬂiiﬁi&bﬁ,,‘imﬁ‘ ted
ass_essment r:o.mpleted an Augu_st 30, 2q 12, by a visitors, strengers or had coneems shoyt any stafi
police officer with recommendations to hire a members. The interviews did not produce any other
security guard, to provige additional security. allogations of sexual ahuse por Bivz potential Jeads for
. . t ss:.spects. II; u:r]as the understanding of the Exeoutive
" . . rector that the facility not re-; i
The _facrllt}r pr:owded evidence of around-the-glack it August at the @é‘i’m’ﬁl’é‘fﬂﬁiﬁgﬁ&"&m
interim security personne! effective August 30, The police advised the facility that in doing o it may
FORM CMS-2567(02-99) Pravious Vérsions Gbaolets Evan! ID:XREBI2Z Facllity ID: TNDS03 If continuation sheet Page 17 of 23
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1 iog upon entering the facllity; and sign-out upon
‘beginning at 6:00 p.m.,, the security guard makes

lobby to the courtyard door; outside rounds are

2012, through Septemher 4, 2012. A contfract for
around-the-clock security personnel was obtained
effective September 5, 2012; and the contract
daes not identify 2 termination date.

The facility provided evidence of a revised policy,
Abuse Prohibition.

The facility provided evidenee a Security
Workgroup had been developed to ensure
enhanced security measuras were identifiedand
implemented.

Observation of the 100 hall Medication
Administration Record confirmed a copy of
Residents' care plans who are at high risk for
potential abuse, -

QObservation of the Certified Nursing Assistant
Flowsheet book confirmed a copy of Residents'
care plans who are at high risk for potential
abuse.

Observation of the front lobby confirmed a
security guard was constantly present except for
breaks, which are covered by facility staff.
Visitors were observed to sign-in on the visitor's

exit. When the front door is locked down,
random, periodic rounds inside from the front

made around the building, to include the inside
and outside of the courtyard. The security guard
confinmed routine, timed, rounds are avoided, to
ensure a pattern is not established and
discovered by a potential perpetrator.

{X43 1D SUMMARY STATEMENT OF CEFICIENCIES [»] PROVIDER'S FLAN OF QORRECTION [%5)
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE couﬂ.glon
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DERGCIENGY)
) \ This Plan of Correcelon is tfee center's credibie
{F 490} | Continued From page 17 {FAD0}| Dt yomeion

Freparation and/or axegution of this plan of correctinn
does ot constitute admission or agreement by the
provider of e truth of the facts alleged or conclusions
et foredt in the statement of deficlencies. The plan of
carreetion Is prepared andfor exacuted rolsly because
it is required by the provisions of federal and state Jaw,

impede or interfers with comrectly conducting the
criminal investigation in onder to determine and
prosecuto the perpetrator. The police officer indigated
that this was now his investigation and he wantod to be
ihe person (o question male staff cmployess and procure
DNA samples, The facility agreed ta fully comply with
the request of tho Jocal police and id so hazed on
palicy and precedure of the facility “Responding to and
Investigating an Abuse Allegation,

The interdisciplinary team cotsisting of MDS
coondinaler, KN Case managcer, Directos of Social
Services, Activity Dircetar, Regiztered Distician and
Ceriified Dictary Manager identified the rosidents on
8/29/2012 that may b at higher rizk for abuse duc to
dementin dingnosis, infroquent ot no visitets, behaviomt
isaucs, orthose who are bedfast and dependent om eare,
The interdisciplinaty teom met nn 8/29 and 8/3072012 to
identify care plan goals and interventions to assist i the
prevention of abuse. This increased focus on ronidents
wha thay he 2t higher tisk for abuse has heen
communigated to the Certi fied Numing Assistant staff
via their aamignment sheet and by placing a copy of the
Tesident care plan for higher rigk of potential abise
“Secial Isolation™ in the CNLA Now sheet book,
Liconsed nurses have B copy af the resident eare plan
Tor higher risk of potcntial sbuse, “Social Isolation, with
the tesident's Medication Administration Reenrd,

The Activity Ditector and Dircetar of Social Service
conlucted n Reident Council meeting an 8/29/2M1 2 to
diseuss any security concome of the tasidonts. Durting
this meeting the residents indicated to the Administiator
that they felt safe here.

The corporate Human Resource depattment is obtaining
updated background cheoks on all male employees on
8/30/2012 to idemtify any cuerent issuce, Updated
tackgmund checks on &l mate cmployees hired befars
6/15/2012 has been completed amd sl archs arc
negative,

A security assessment was completed on 8/30/201 2 by
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(F 490} | Continued From page 18 (F 400} | LTt of Comection & lhe center'scredthle
Observation of the service hall entrance
confirmed the doors were locked and required Prepacation andjor etécution of g’gf:,{:m:{ g;}fﬁ"”
ts;aff to gpenlthe' do?]rs from the inside. Review of provider of the srurh of the fucts aifoged or eonclusions
& vendor slgn-in sheets reve.taled the sheats sef forth i ifie statement of deficiencies. The plan of
were baing completed according to pelicy. correction iz prepared and/or executed solely because
it is required by the provisions of federa! and state law.
Observaticn of the courtyard doar confirmed . . ]
codes are required to enter and exit, Confinued g“;:;ﬁ“ﬁ;‘,‘ﬁ:,ﬁ;‘;;{,?;‘;ﬁl’ﬁ- e e of
observation confirmed staff covered the code pad the facility. A vetbal recommendation from tho officer
1o prevent unauthorized individuals from obtaining was for the facility to hire s socurity guand amund the
the code. cnck to ttter ensurc that visitors were signing in
. appropriately and provide additional secufity, The
N . ter i Ct5oMN
Observation of the camera monitor confitmed cnﬁgunthé:mgﬁdm% mfmm aﬂrtti}:;%g;ricl umil
three cameras were in operation and recording a replaccment securfty contract is obtainted. The facility
activity from the (1) front en : will re convene the Performance Improvement security
l-ty (1) front e trance, (2) service hall workgroup et that time to evetuate the recommendations
entrance, and the (3) employee locker room. The and present them to the Perfommance [mprovement
recordlng_ device and monitor is positiened in the Commtittes for review and action, The membeors of the
front business office. The facllity provided Scrurity Workgroup are: Maintenance Dircetor,
evidence recordings are reviewed daily, to ensure A mmistrtot, Divestor of Nursing, Activity Dircotar,
compliance with the visitor and vendor sign-infout Srpcwig:r &m&”&i}mﬁ?«ﬁﬁ?ﬁg
requirements (at the front and service hall doors), Factlity policics and procedures wero reviewsd by the
Administrator. Director of Nursing and Diistrict Dircotor
Qbservation of random Residents rooms Clinical Operations on 8/30/12, ‘Two minor changes
canfirmed wooden dowels were present in the BTIT1Z o Ao poriey and procedures, On
window thresholds to deter outside entry. Policy andIPrt;uc:cll;r;:s was mads to clatify the term
visitors to Include both family/fiends as well as other
The faciiity provided avidence the Administrator professional consultamts or visitors such as bt not
was in-se?v;)ced related to policies and o }i?:,md o Pm;smg‘i,ics-‘cmmg 1’: Rad,i)om-i":“] T&hﬁ'
procedures for updated security measures; attormoys and Jogal seproscrtatives, On 83072002 e
Abuse; Responding fo and Investigating an poliey on “Notification™, was amended to add that
Abuse Allegation; the Elder Abuse Act: physiciaﬁ will be o;;lt;ﬁai fnr‘l:ab]twl resulis or other
Conductin igation: ' lest results rotum m angther laboratery ot
Resident gu?l]:': 'n‘;ﬁs;ggat'?n' ta[nd Protection of a healthear site that the tesident was seon, The
g esugaiion. Administrator conductad in-gervices for facility staff on
definitions of Abuse, recognizing sipns of possible
intetview with the Administrator confirmed the abuse, protection of resident, Elder Abusc Act. These
Administrator received In-services related to ifwserviees weee conducted heginning op 7/3071 2,
policies and procedures for updated security Zf,;f.l;;:ﬁﬁ&sﬁlﬁ nd fﬁf}i}ﬁ;‘:};ﬁ’,‘;‘ﬁm
Measures; Abuse; Responding to and will not be aflowed to setum to work until receiving the
FORM CMS-2587(02-89) Pravious Verslons Chaoles - Event 1D: XRBS12
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(X4) ID SUMMARY STATEMBNT OF DEFICIENGIES
D PROVIDER'S PLAN Ol
PREEK | (BACH DEFICIENCY MUST oF PRECEDED &Y FuLL PRERIK (EAGH CORRECTIVE ACTION Shouib BE | comtnon
. YING INFORMATION) - TAG- CROSS-REFERENCED TO THE APPROFRIATE RATE
ey e e e . - DEFICIENCY  uuee cerm oot swiemarins o oo e o ene s
; r" Lf QO This Plan of Correclion s tha center’s credibile

' Preparation and/or exscution of iz plem of corvection

setforth tn the siaioment of deficiencies. The plan of
- correction is prepared adior oxecited solely because ||

allegation of compliance.

does nol constiute admission or agreement by the .
provider of the truth of the facts alleged or conchisions

it is required by the provisions of federal and state faw.

same in-scrvice,
The comprehensive practice for alleged abuse events
will includc documentation of the inveatigation on the
“Afleged Abuse Inveslipation Worksheet™, This
wotkshect identifics detaile of tho incident, Yists all
possible witnesses, documents witness nterviews, and
irlcritifies actions taken to prevent resident from a re-
oeewsrence, Upon notification of an elleged ghuse, the
licensed murse immediatchy ensures the safety of the
rexident and contacts the Administrator and Tirsetor of
Nurses who will retum to Lhe center to conguct the
investigation abd wtitize thtis workshect. In the event
that the Administrator or Direclor of Nursiig are not
avallable to conduct the investigation immediately the
‘tack up investigators will include the Assistant Dircctor
of Murses, the RN Case Manager, MDS coordinatar
andfer the Ditetor of Social Services, The District
Director Clinieal Opetations conducted an in service on
$/23/12 to the abovce listed potential investigators on
proper completion of this worksheet,
On August 6 the facility convened a Pedformange
Improvement Sceurity Workgroup meeting. The
members of the $ecurity Workgroup are: Maintenance
Direztor (Plant Ops Mannger), Administtator, Dircctor
of Nurging, Activity Dirccter, Staff Development
Cnordinator, Housckesping Supervisor and Cuttomer
Service Cootdinator, At this meeting a discussion of
enhanced security measurcs that should he put in place
were identified,
The lock codes were chatiged August 27, 2012 for the
main entrpnec, the vendorfscrvics entrance and (he coun
yard cnirance, Bxit codes were afso chenged and nre
difTeeont than entrance endes. Door codes will be
changed svery 30 days or more frequently if thecode is S ol
compromised, The coutt yard gate will remain Tocked a1
all tiines unless under direct observation L.e., openedto . .,
bring in or remove materials such as lawn care
cquipmetst, yard debiis. etc, The maintenance dicactor
or maintenanee assistant wiil be responsible to
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STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SURPLIERICLIA {%2) MULTIFLE CONETAL
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: T CONSTRLETION rxa:'géﬁt?r?l’:ey
: A BUILDING =
i R-C
B, WING
. 445286 09/06/2012
NAME OF PROVIDER R SUPPLIER

TREET ADDRESS, CITY, $TATE, ZIP CODE

FAIRPARK HEALTHCARE CENTER 307 N FIFTH ST BOX 5477
_ MARYVILLE, TN 37801
(X4} I SUMMARY STATEMENT OF DEFICIENCIES 1o} PROVIRER'S PLAN OF CORRECTION (X5}
PREFI (BACH DEFICIENCY MUST BE FRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIEYING INEORMATION]. TAG. .| CROS$-REFERENCED TO THE APPROPRIATE DATE
e e e e - DEFICIENCY).. v as o gesoate st booemsmeren. »
; | F "-(QD | Thic Plan of Correction Ir the center's eredible
. ) | allogation of compllance.

Preparation andfor exceution of this plan of corrgerion
dods nof cohstitute adwmission or careement by the
provider of the trush of the facts olieged or eonclusions - | - v oeen + e
et forth in the statement of deficiencips. The plan of

. mmmroomommm e h T corveedlon it prapared andior executed sofely becanse

! it is required by the provisions of federal and state law.

unleck/lock and mouitor gate during this type of
activity. The key is sccured in the meintenance office,
Only Maintenance and Adrinistrator have access to the
key. The service deor, which is for steff and vendor
aceess only, is locked 24 hours a day'7 days a wesk,
Staft may use secess code to exit and enter.
Voendom/delivary pomonnel mugt ring bell and have
stafl open the door, the stafl that opens the door s
responsible to have vendor sign-in atd sign out upon
camplction. The vendor sign in shect ia lncated at the

\ defivery eotrance. ‘The Administrtor, Maintonance

¢ Bircetor, (Plant (ps Manages), Direetor of Nursing,

. Business Office Manaper, Asst, Director of Nursing ot

i assigned week-end duty manager will monitor the

i | vendor logs daily to ensure that vendots ane signing in
and out. Windows and scroens were checked from the
cxterior on Aug 16. 2012 and found te be secure by Lhe
maintchanice director. To make resident maom windows
| . #a that they caonot ba opened from the outside by an

! “intruder, weed dowels were placed in the inside sfides
: track to provent the windows opcning greater than 6

! inches on August 14, 2012, The fcility has purchaged
windows Joeks for the retident oom windows and after
approva) from the Statc of Tennessce, Dept, of Herlth,
Health Care Feeilitics Engineeting wero installed on
S/132012. Al none resident noorn windows arc
surrently secured by an inside Inck. The maintenance
direstor, mpimenance assistant, assigned week-end duty
manager are checking the vesident room windowa daily
1o validate the cument safety dovice is in place.
Cumently there are 3 eamera's atached 16.a motion
detector thal reconds when thens i movement deteoted
The caneras visualize the front entrance (instmaflation  {oee .
§/10/12}, the vendor cosrance (installation began on
/30 and completed on 8/31/20(2, and the cmployee
locker mom (installed in 20109, This eecordingwinn [~ "~ = |-
provide the facility with evidence to review iF there are
any cvents much ex employes theft, or other events that
nccyrred, f18 frtent is not (0 use 25 real tinte monitoring
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION x5)
P?ng (EACH DEFICIENCY MUS'T BE PRECEDED BY FULL PREFLY, - {FACH CORRECTIVE ACTION SHOULD BE COMPLETIDN
< TAG-

REGULA'I’ORY OF LSC IDENTIEYING. INFQRMAI[ON)

-CROSS-REFERENCED TO THE APPRQF'RIATE DATE

“

DEEICIEN om .

w ¥

FYa

.

PO RET ST CR T SR P

This Flan af Carrection is the cenfer's eredibic
allegation of complianee,

Preparatlon andior execution of this plan of correchion 1 .. ... .-
doex nat constitule admirsion or agrasment by the
provider af the truth of the facts alleged or conelusions
set forih in the starement of deficienctes. The plan of

correciion is prepared andlor executed solely because oo o
it Iy recuired by the provisionrs of federal and siate law.

tut pravide 2 retrospective rovicw. This is another
wechanism for moniforing the compliance of the visilor
and vendor sign in progedure. Rexsults of daily revicw of
the recordings will be repoited in the weekday moming
meeting, At thc present time it is reviewed daily by the
maintenance director (Plamt Ops Manager) or the
Administrator, Divector of Nursing, Assistant Dirgetor
of Nursing, Business Office Manager, 3 Business Olfice
Assistonts, Activity Divcotor, Aclivily Asgistant,
Director af Secial Setviccs, Dircctor of Admissions,
Diractor of Medieal Records and Datz Entry Clark, Tt is
possiblc to watch the camera real time if circumstancen
wattant., The front entrance is Jocked down beginning
ot 6 pin. Visitors must ring the bell and scourity
pemonnel or staff respond ta allow visitors to enter and
exit the facility. A “visitor's fog” placed of the
reccptioniat area is monitorcd by the security guard to
ensum that visitors sipn in and qut.

The Administrator conducted in-services for staff on
the facility’s updated scourity measures on Avgust 18,
19,21, 23, 24, and 28, 2012, Employecs ot leave of
shaenet, vacation, ete. upon retum will receive the same
in-gtrvice on prevention measures by theiv department
lizad or demignes, prior to teporting ta their job area, On
August 23, 2012 the Digtrict Director of Clinjeal
Opctetions conducted additional in-getvics training with
Administrator, Ditcetor of Nussing, Case Manager,
MDS$ Coordinator, Housekeeping/l.aundny Supervisor,
Activity Director, Social Worker and Asst, Director of
Nursing on “Canducting an Investigntion on an
Allcgation of Abusc" which included, but sas nnt
limyitzd to, immediney of investipation, notifications,
interviewing allcged victim, alteged perpetrator, IR
intervicwing witnesses including staff, rsidents, family = |-
membets, etc.

The maemtenance director, Administrator, Business
Office Manager or assigned weekend duty managers
will be responsible 1o view the viden toping of the front
Tobry, the coplayee locker room and the vendor

[
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X 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUILL

TAG

REGULATOHRY OR LSC IDENTIEXING INEQRMATION)

L

e TAG

D
PREFIX

PROVIDER'S PLAN OF GORRECTION X5
{EAGH CORRECTIVE ACTION SHOLILD BE COMPLETION

- GROSS-REFERENCED TC THE APFROPRIATE DaTE
DEFIGIENGY]... - aoes —rt e e

e b e,

ime mm e g g -

90

This Plan af Correctlon Is the conter's credible
aliegation of compliance.

Freparation andier execwtion af thiy plan of correction
does nof constitute admission or agreement by the
pravider of the truth of the facts alleged or conclusions ,
sei forllt in the statement of deficicncies, The plon of
correction by prepared ond/or executed solely because -
it is required by the provisions of fedoral and state faw.

entrance and report any concems to the facility
adminisuster daily. Any staff member not in
compliance with enhanced security imeasutes wilt he
disciplinad ns appropriete. Now hites will receive
facility nricnmation to the centets enbanced stourity
MEAZUTCS,

The Facility’s Performance tmprovement Commities
{Administrater, Dirsstor of Nursing, Medical Direstor,
Asst. Diroctor of Nurging, Staff Development
Coordinator, Business Office Manager, RN Case
Manager, MDS Coordinatar, Activity Director, Dircclor
of Sucial Scrvices, Certificd Dietary Manager, Plant
Ons Manager, Admissions Coordinator) met vn August
21,2012 to addres issues of seourity. Updates to the
seelieity measuren will be provided, effectiveness of
measurcs will be reviewod nndt fiirther
recommetdations made g5 needed. The
Administratar/Dircctor of Nurging/StaiT Developmcnt
Coordinator will rack and trend cvents such as infury
of unkntown origin, information from resident/family
imerviews and allegation of abuse investigationa, if any,
to mmonitor atvd evaluate fecility’s abuse prevention
program The Director of Nursing will continue to
praseatio the Facility Perfotmanee Impmvement
Committes (Administrator, Dircotor of Nursing,
Medical Dirsctor, Aset. Dircctor of Nuesing, Staff
Developraent Coordinatar, Business Office Manager,
BN Casc Manager, MDS Coordinator, Activity
Dircetor, Director of Social Servieea, Cartificd Distary
Manager, Platt Opa Managor, Admisstons Coondinator)
a1 its ronthly mecting any/all investipations of
allcgations of abuse that ifcludes a review of
complimnce with the facility's P&P on Abuse
Prevention & Investigation For roview, discussion and
recominendations, ifindicated,

L
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445286 08/06/2012
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(X4} 10 SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S FLAN OF CORRECTION (45
PREFIX {EACH DEFICIENGY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFISIENGY)
F 490 i This Plan of Correction is the cemter's credihle
{ } Conttquecf From page 19 - (F 400y | o e of compliance.
: Investigating an Abuse Allegation; the Elder . ;
Abuse Act; Conducting an Investigation; and Preparation arrd/orﬁer:m:m :{1::; :;f:;;nf;f :;:;;-”* on
. . . AT i mission :
Protection of & IResn'denl During an lnvesygatlon, ;?;mg; E}';;.g!::fm ihe facts olieged or canclusions
and related notifications and documentation, set forth in the statemeni of deficienciss. The plan of
. correction is prepared and/or executed solely because
Interviews with random facility licensed and it Is required by the provisions of federal and siate low.
certified nursing staff, dietary and housekeeping
staff, the Director of Nursing, and the
Administrator, during the revisit, confirmed they
had received in-services related to policies and
procedures for updated security measures:
Abuse; Responding to and Investigating an
Abuse Allegation; the Elder Abuse Act:
Conducting an Investigation; and Protection of a
Resident During an Investigation; and related
notifications and documentation.
The facility remains out of compliance at an "E"
level until it provides an acceptable plan of
correction and the facility's corrective messures
could be reviewed and evaluated by the Quality
Assessment/Performance improvement
Commitiee, /f [ 2
{F 520} | 483.75(0)(1) QAA {F 520} q 31
$$=E | COMMITTEE-MEMBERS/MEET F520 The Administrator, the Dircctor of Nursing, and a
QUARTERLY/PLANS nurse consultant met on B/21/2012 lo review several of
the Facility policice and procedures that worc the
subject of tho deficioncies cited during the August 20,
ili intal i 2012 survey. Those policies included the policy
A facility must maintain 2 quality assessment and goveming physician notification, the policy gmveming
assurance committee cqnsmhng 9f the director of use of the 24-Hour Report, the Peocedure for test
nursing services; a physician designated by the results, and the shuse policy. abute prvention,
facility; and at least 3 ather members of the conducting an investigation protection of a rasident
facility‘s staff , dul.'lﬂg an investigation rr.:lipondmg and mvcgtigating An
i ) abuse allsgation, ceporting reasommble suspicion of a
. crime.  Two miner changes were made 10 the written
The quality assessment and assurance policy and procedures. On 8/21/12 an Addendum to
committee meets at least quarterly to identify - -
issuUes with respect to which dquality assessment
and assurance activities are necessary; and

=0ORM CMS-2567(02-59) Previaus Vérsions Obsolete

Bvent ID; XRE812

Facility 1D; TNG503

If continuation sheet Paga 20 af 23
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PRINTED: 08/10/2012
FORM APPROVED
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STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
R-C
B. WING
445288 09/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
FAIRPARK HEALTHCARE CENTER ;O;:YT:E: 1:'%0;:;;:
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN QF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATURY OR LSC IDENTIFYING INFORMATION) TAG CRDSS-REFERENCE% TO g‘HE APPROPRIATE DATE
, DEFIGIENGY)
. This Plan of Correction in the canter's credible
{F 520} | Continued From page 20 {F 520} allegation of compliance.
dE\feleS and imPlem?nts appr_npnaie _p!an_s of Preparation and/or axecution of thix plan af cotrection
action to correct identified quality deficiencies. does not constitute admission or agresment by the
provider of the Inah of the facts alleged or eonglusions
A State or the Secretary may not require mrﬁrt{f i the mrem:nr %rqﬁc:em;f. ?rlc i.’an of
diSCIosure Of ihe rECOI'dS Of SUCh Committee comc 271 15 prepare, ﬂl! 1 EXECUZ 5O oy 2oaULe
- ' ' itix requdred by the prvisions of federal and stats jaw.,
excapt ingofar as such disclosure is related to the qarea by thep Y faderal and s
compllance of sucp committee with the Facility’s Abuse Prokibition Policy and Procedures was
requirermnents of this section. made to clarify the tern visitors to iuclude both
family/friends a:t; well as other professional consultants
. . . - o visitors such as but not limited to: Paramedics,
Go;d faith tatten['!pisd b%r the qomm;tltee to identify . | EMTSs, Radiological Teshs, laboratory . tochs,
and correct quality deficiencies will not be used as Physicians, Nursc Practitionets, clogy, atiomeys, and
a basis for sanctions. legal ropresentatives. On 83072012 policy on
“Notitication™ was amended to add thet physicians will
be notified for tab tost reswis ar other tost teaults
: . _ returacd ither labn sitc th
This REQUIREMENT is not met as evidenced the mid;? ’1“,;"2“, m*i?.,?:;:;l;‘i.?,i"lﬁ:u;‘t;‘i:f
by services for froility staff on definitions of abuse,
Baged onh medical record review, review of the recognizing signs of possitic ebuse, protoction of
facility investigation, review of facility training mﬁ'ﬁ;f'{,':;ni%“; o "%Jrﬁi’z‘“ N2, 83,
program, review of facility policy, review of payroll 822012 and 8124/12 for facility employers. StafT who
hours, review of an interview schedule, review of ars on leave, vacation, PRN will not be allowed In
& sexual assaylt forensic report, observation, gnu;n to wosrkhungl !'I!Ecci\ring dm:dsan;c c;? setvice.
interview, and review of video surveillance, the vgust § the facility convened a Performance
e p . . C Tmprovement Sceurity Workgtoup meeting, The
fai.‘:lllt}f 8 G_lualrty ASSl.ffance (QA) Committee failed membess of the Security Workgmup are: Maintenance
o mamt;‘aln an effective QA program to profect Director (Plant Ops Manager), Administrator, Directos
one Resident (#1) with Alzheimer's Disease (a of Nursing, Activity Directot, Staff Development
common type of Dementia, in which a loss of ?%L“féﬁig?ﬁmé‘fg&%ﬁ?ﬁ E‘;“;’:;’

s - . - ng
rmeantal abl[ﬂs_r is sevare erjc:ugh to interfere with a diseussion of enhanced security measures that shoald
normal aghwhes of daily living) from sexual b put in place were fdentified. Now hires will seccive
abuse, failed to ensure policies and procedures facility orientation to the centors enhanced security
were followad for investigating and implementing TICASURES.
cofrective interventions to ensure Residents were Conmitien - (rdminiame o :,'}m&f,?;,’:;t
pru_tected from furt_h_er abqse of twelve Residents Medical Dirsctor, Asst. Birector of Nursing, Steff
reviewed. The facility's failure has caused sexual ?Nwel%::mm Coordinator, Busincss Office Mamnger,
abuse of one Resident (#1) and has placed other N Case Mungger, MOS Coondinator, Activity

| Residents at risk for abuse. The facility's failure Momoats. Adrmio ioms Cooditatoy s romes TS
| placed all Regdergts with Qementla in Immediate delegate rosponsibility for dovelopment of corrective
| Jeopardy (= situation in which the provider's - sction o appropriste members of the Facility's
: nancompliance with ane or more requirements of famgement siaff, Duting this mecting the Commities
FORM CMS-2567(02-09) Previous Versions Obsolete Evant ID: XRB§12 Faclity D: ‘10503 If continuation shest Page 21 of 23
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION} TAG CRQSS-REFERENGE[D TO THE APPROPRIATE pATE
DEFICIENCY)
. : This Plan of Correction is the center's cradible
{F 520} | Continued From page 21 {F 520} ollegntion of compltance.
participation has caused, ar is likely to cause, " "
searious injury, harm, impairment, or death to a fj;;*’f,’;’,’ﬁ;’;,;’;;f{;;’;;f,f;‘,ﬂfg;’ o a;‘,';zf,::,f bpte
Resident). provider of the truth of the factr afteged nr conlurions
sei forth in the statemant of deficienclas. Tha plan of
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The facility provided avidence the Performance
Improvement Committee met on weekly basis to
review the Corrective action progress.

The facility provided evidense a Performance
improvement Security Workgroup had been
developed to ensure enhanced security
measures were identified and implemented.

interview with the Administrator eonfirmed upon
removal of the Immediate Jeopardy, tha
Performance improvement Committea will
continue to meet monthly, or more frequently, as
needed.

The Tacility remains out of compliance at an “E"
favel untit it provides an acceptable plan of
correction and the facility's comective measures
could be reviewed and evaluated by the Quality
Assessment/Performance Improvement
Commitiee.

Preparation and/or exerulion of this plan of correction
does not constitute admission or ugreement by the
provider of the truth of the facty alleged or conctustons
set forth in the stalement of deficiencies. The plan of
correctlon is propared andfor executed solelp because
it is required by the provisions of federal and stare law,

sefvice tmining agendas znd orenmtion training
ptcknpges 1o aesure (hat the material provided is
consistent with curment regulatory  requirements and
with the Facility"s current policies and procedures.

The Commitice har agresd to evaluste iis effectiveness
cvary six months,
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